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Abstract 
There are significant numbers of people aging and nearing end of life while being incarcerated 
(Richter & Hostettler, 2017).  Currently the Department of Corrections (DOC) does not have a 
standardized process for early identification of inmates who may need increased end of life care 
services. A potential solution to this problem would be the use of a frailty screening tool for early 
identification of those inmates who may need increased resources. At this time, there is not a 
formalized relationship between a Midwest hospice and palliative care department and the DOC. 
There is a desire from leadership of the hospice and palliative care department in developing a 
relationship with the DOC in order to improve the quality of care provided at end of life to 
inmates. The clinical question addressed in this project was what is an acceptable evidence-based 
toolkit to promote the identification of frail inmates appropriate for hospice and palliative care 
referral, in order to promote a relationship between a Midwest healthcare organization and the 
DOC? 
The project type is program development that took place at a hospice and palliative care 
department. Key stakeholders including the hospice and palliative care administrator, program 
and development manager, a palliative care nurse practitioner, and the division chief   of the 
palliative care and hospice department are participants of the project. An evidenced based toolkit 
was developed that included: frailty screening tool, educational materials, and a cost analysis of 
use of the tool. Additionally, in order to influence change and inform policymakers of the issues, 
local, state, and national policy briefs were included in the toolkit. Also included was a plan for 
implementation and evaluation of the toolkit. Acceptance of the toolkit with policy briefs was 
considered a successful completion of the project. The hospice and palliative care department 
intend to use the toolkit to form a formal relationship with the DOC for future collaboration.  
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An Evidence-based Toolkit for Early Identification of Frail Inmates 
The United States has a higher rate of incarceration than any other country in the world 
with 716 per 100,000 of the national population in prisons (Young & Patel, 2015). Due to 
sentencing practices and a higher incidence of crimes committed by people later in life, there are 
significant numbers of people aging and reaching end of life while being incarcerated (Richter & 
Hostettler, 2017).  In fact, the most rapidly growing inmate population is middle aged and older 
adults, comprising over 64.7% of the inmate population (Williams, Stern, Mellow, Safer, & 
Greifinger, 2012; Federal Bureau of Prisons, 2019). In order to address the issues regarding an 
aging inmate population, correctional facilities should be prepared to care for the specific health 
care needs that occur with the aged and those approaching end of life. 
 In addition to an aging population, inmates are disproportionately ill with chronic 
conditions including mental health and substance abuse disorders as compared to the general 
population (Young & Patel, 2015). An estimated 20-30% of the U.S. jail and prison populations 
have hepatitis C, and rates of HIV that are as much as 3 times greater than the general population 
(Young & Badowski, 2017).  It has been reported that as much as 50% of the prison population 
has a mental illness (Deslich, Thistlethwaite, & Coustasse, 2013).  
 Providing care for an inmate population requires special considerations that may not be 
considered in a general population setting. Previous experiences and behaviors of inmates such 
as addiction, head injuries, traumatic experiences and stressful life events have the potential to 
complicate the healthy aging process (Smet et al, 2017). Everyday life while incarcerated can 
lead to stress and worsening of health due to factors such as noise, overcrowding, disconnection 
from family and friends, and low food quality (Smet et al, 2017).  In fact, prison conditions 
actually accelerate the aging process and the structures of correctional facilities offer challenges 
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for an aging population, such as bunk configurations and stairs, as many were not developed for 
such a large population of older inmates. An older adult that is incarcerated would include 
anyone 55 years of age or older, which is 10 years earlier than the general population (Williams, 
Stern, Mellow, Safer, & Greifinger, 2012). An inmate’s physical decline can lead to increased 
vulnerability among inmates, with greater risks of being victimized as they are unable to 
advocate for themselves (Smet et al, 2017).    
 Caring for such a large number of chronically ill patients is not only challenging, but 
costly. Older adults in prison have higher rates of disability than younger inmates and incur costs 
that are approximately 3 times higher (Williams, Stern, Mellow, Safer, & Greifinger, 2012). 
Accommodating for older inmates with restructuring of facilities may also increase costs that are 
not normally included in health care considerations (Williams, Stern, Mellow, Safer, & 
Greifinger, 2012). Interventions must be aimed at providing quality care to inmates in order to 
meet the necessary demands of the aging and ill populations. 
 In general community settings, people with chronic conditions are 13% more likely to 
seek care in the emergency room (Kern, 2018). In the general population, 60% of potentially 
preventable hospitalizations were for those 65 years and older (Strages & Stocks, 2010). Services 
such as hospice and palliative care for people in the general population with advanced and life-
threatening conditions have been shown to significantly improve quality of life with better 
symptom management and fewer and less invasive hospital admissions (Harrison & Connor, 
2016). Palliative care and hospice services have been found to decrease emergency room visits 
on average by 15% and reduce hospitalizations on average by 20% (Antonuzzo et al, 2017; De 
Palma et al., 2018; Spilsbury, Rosenwax, Arendts, Semmen, 2017; Lustbader et al, 2017). 
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 In the incarcerated population, the costs of one hospitalization equal $11,700 and when 
caring for inmates, additional costs of staffing and transportation equal $2,000 per day 
(Schaenman, Davies, Jordan, & Chakraborty, 2013; Freeman, Weiss, Heflin, 2018). Therefore, 
by preventing one hospitalization, the DOC could potentially save approximately $21,700 
(Schaenman, Davies, Jordan, & Chakraborty, 2013; Freeman, Weiss, Heflin, 2018). By 
connecting inmates with timely resources such as palliative care and hospice, emergency 
department visits and hospitalizations could potentially be reduced. Providing quality care for 
inmates is important not just for the correctional facility, but for community healthcare system as 
well. Approximately 95% of inmates are released to the community (Williams, Stern, Mellow, 
Safer, & Greifinger, 2012), and higher quality of care provided while incarcerated can improve 
chronic condition management when inmates are released (Young & Patel, 2015).  
The Department of Corrections in a Midwest state desires to improve care for their aging 
and dying inmates. This Midwest state is responsible for over 43,000 inmates annually (Wagner 
& Rabuy, 2016).  Approximately 21.8% of this population are between the ages of 40-49, and 
23.4% are 50 years old and older (Risko, 2018). Leadership of the hospice and palliative care 
department of a nearby large healthcare system have an interest in forming a relationship with 
the Department of Corrections, in order to improve care of a vulnerable population and influence 
better outcomes for the community. Legally, the hospice and palliative care department must 
have a formalized relationship with the DOC in order to continue projects and future 
collaborations to provide education or healthcare for inmates. Therefore, a need was identified 
by the healthcare system to develop an evidence-based toolkit to identify frail inmates that could 
benefit from improved healthcare resources, particularly at the end of life.   
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Frailty is a recognized clinical diagnosis that is associated with a greater prediction of 
disability or mortality. Frailty is defined as “a state of vulnerability to poor resolution of 
homeostasis after a stressor event and is a consequence of loss of reserve across multiple 
physiological systems which occur across a lifetime” (Gregorevic, Hubbard, Lim, & Katz, 2016, 
p. 1). A frailty screening tool could be used to triage incarcerated patients in order to determine 
their healthcare needs. An inmate whose score that indicates frailty,  triggers four possible 
interventions that could improve patient experiences and provide cost savings. A high frailty 
score could indicate that an inmate needs greater assistance with activities of daily living, which 
would necessitate reassignment to geriatric based housing units. A high frailty score could also 
determine that a patient is appropriate for either a palliative care or hospice program enrollment. 
Another intervention of a high frailty score would be a conversation with a provider regarding 
goals of care and code status, essentially a palliative care consultation. Finally, if indicated by the 
frailty score, an inmate could begin the medical parole process, if desired. One review of 
compassionate release found that the process can take over five months; there are no standards in 
timelines for consideration of release (U.S Department of Justice, 2013).  If an inmate’s frailty 
score is high, an indication of need for end of life care, a provider could have a discussion with 
the inmate regarding application for medical parole, in order to begin this process in a timely 
manner. This is especially crucial for inmates who may have a narrow interval prior to death in 
order to ensure survival past the medical parole process. This also would provide a cost savings 
to the DOC as they would no longer be responsible for paying for the care provided to the 
prisoner through the end of life.  
The Department of Corrections provides healthcare through a government entity, which 
means this system is guided by policies and protocols. It is essential for those who create and 
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change policies to be informed of the current issues regarding frail inmates and potential 
solutions to improve care. Administrators of the DOC have expressed difficulties with advanced 
directive completion, timeliness of code status discussions, and inappropriate acute care 
admissions. Policy briefs are a critical component of an effective toolkit to inform those who can 
influence and change policy and procedures to address significant concerns.   
The purpose of this evidence-based project was to develop a toolkit that could be utilized 
to identify frail inmates appropriate for hospice or palliative care referral and promote a 
relationship between the health system and the Department of Corrections improving end of life 
care for incarcerated populations.  
Assessment of the Organization 
The organizational assessment was completed by focusing on the hospice and palliative 
care department of a large Midwest healthcare system to examine the resources available to 
develop a toolkit. The hospice and palliative care department is part of a larger health system that 
includes a hospital group, medical group, and an insurance provider. The hospital and medical 
group include: multiple acute care hospitals, ambulatory sites, a home care agency, hospice, 
palliative care, and skilled nursing and rehabilitation centers. The hospice and palliative care 
department is a part of the continuing care group, which was reassigned to the post-acute 
division of the hospital group during a recent restructuring of the system. This hospice and 
palliative department has an extensive range of programs to provide care in a multitude of 
settings including in home, inpatient, and in clinic settings. Developing a formalized relationship 
between the healthcare system and the Department of Corrections would align with the system’s 
mission, values, and vision.  
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Framework for Assessment 
The Burke and Litwin causal model of organizational performance and change (1992) 
was utilized as framework for an assessment of both the overarching health system and the 
hospice and palliative care department (Appendix A). The twelve factors assessed include the 
external environment, mission and strategy, leadership, organizational culture, structure, 
management practices, systems, work unit climate, task and individual skills, motivation, 
individual needs and values, and individual and organizational performance.  
Organizational Needs 
As a result of the organizational assessment, interconnected organizational needs were 
identified in the categories of mission and strategy, organizational culture, and organizational 
performance.   
Mission and strategy. The first need discovered involved the mission and strategy. 
While the mission and strategy of the health system are based on improving the health of the 
communities it serves, there is significant competition in the area for providing hospice services 
to community members. Work in a correctional facility is a way to capture market share, as no 
other hospice is working with the DOC in the 11 counties that the healthcare system serves. As 
stated previously, the majority of inmates are released to the community for health care. 
Improving care while incarcerated could impact patient outcomes after inmates are released and 
is congruent with the system’s mission and values of improving the care for communities it 
serves.  
Organizational culture. The system as a whole, and the hospice and palliative care 
department has been challenged with maintaining a positive and motivated culture. The system 
has undergone numerous changes that have added some tension to the atmosphere of the system 
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including a reorganization of departments as well as a change to a new electronic health record. 
These changes have resulted in staff turnover and burnout. Unfortunately, this trend was 
evolving, and data regarding turnover was not available at the time of the organizational 
assessment. The stress of dealing with patients and their families who are facing end of life can 
also put staff at a greater risk of burnout. The impact of this project could increase satisfaction 
and build motivation in the organization, which would lead to staff retention and promote better 
overall organizational culture. 
Organizational performance. The overall system has historically performed well when 
evaluated. However, in the community, there may be a negative connotation with the system and 
its practices, mainly revolving around its “corporate” approach to healthcare.  The hospice and 
palliative care department has “wildly important goals” including improved patient and family 
satisfaction. If patients and families have positive experiences, positive word of mouth can 
improve the overall community perception. This is a great area of opportunity and growth, 
especially as reimbursement is transitioning to value-based compensation. A toolkit that 
improves the care of inmates, which is an extremely vulnerable population, can have a dramatic 
impact on community perception of the organization and potential for increased reimbursement. 
Assessment of the Department of Corrections  
Key stakeholders from the hospice and palliative care department toured two prison 
facilities in the state in order to observe how health care and end of life care is provided to 
inmates. The Doctor of Nursing (DNP) student shadowed a physician working in the prison 
hospital on a separate occasion. Through these experiences, it was confirmed that the 
Department of Corrections does not have a standardized procedure to identify frail inmates who 
may benefit from palliative care services, including hospice. Currently, healthcare providers and 
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nurses discern whether an inmate could benefit from additional services based on the provider’s 
own experience and an examination of the inmate’s records. This process is both extremely time 
consuming and not sustainable as only a few healthcare practitioners are qualified to perform this 
analysis on a single inmate case basis. A standardized triage tool, such as a frailty screening tool, 
can be easily utilized by healthcare prison staff members.  
SWOT 
 In order to have a better understanding of the strengths, weaknesses, opportunities, and 
threats of the organization and the proposed project, a SWOT analysis was completed (Appendix 
B). 
Strengths. There are numerous internal strengths of the organization including 
significant leadership support, motivation to complete this project, and the desire to collaborate 
with the Department of Corrections. As well, many of the staff are interested and inspired to be 
involved with a project that involves improved services to a vulnerable population. An external 
strength of the health system is its size and the significant number of resources that can be 
utilized. Another strength of both the health system, as well as the hospice and palliative care 
department, includes a history of successful mentorship of Doctor of Nursing Practice (DNP) 
students as they implemented their projects over the past three years. These projects have 
assisted the organization to reach their goals.  
Weaknesses. Weaknesses of the organization have been identified that could impact the 
success of the project. This organization’s incidence of staff burn-out could make staff hesitant 
to participate. Further, this project is the first intervention in promoting the relationship with the 
DOC and therefore subject to changes in either organizations’ perspectives and priorities.  
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Opportunities. The development of this project by the organization has the potential to 
promote significant relationships between the Department of Corrections and the local 
community leaders and partners. These partnerships could improve public relations for the 
overall organization and help to boost morale within both organizations. This project could also 
be a catalyst for continued projects for DNP students within the Department of Corrections.  
 The healthcare organization is particularly suited to develop the recommended toolkit as 
it recognizes the need for population-based health. Moreover, this project is an exemplar of how 
to serve and improve the health of an extremely vulnerable population through evidence-based 
interventions. It is crucial that external organizations and health systems are aware of the gaps 
in care, so that collaboration can occur to improve allocation of community and healthcare 
resources and improve care.  
 Threats. Threats to the organization and the project do exist. There are multiple 
competing hospice and palliative care organizations in the area that provide competition in 
community partnerships. The threat of higher priority projects could preempt the time and 
resources needed to develop the toolkit. Further complicating conditions, during the time of this 
project, the system was experiencing a reorganization. Another potential threat to the project is 
that the prison utilizes contracted healthcare staff through an external company and getting buy 
in from these staff may pose difficulty. Also, because this population is vulnerable, there is 
limited access to data sources regarding inmates in prison and jails.  
Ethics and Protection of Human Subjects 
Special consideration and accommodations have been made in the development of this 
project in order to protect the vulnerable population of inmates. An application for review and 
approval or exemption of this project was submitted to the system’s Institutional Review Board 
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with approval of the project (Appendix C). Beyond further planning, no project activities were 
commenced until the review was completed and IRB approval or exemption was granted. The 
purpose and scope of this project was limited to an evidence-based practice improvement plan. 
As this project consisted of an evidenced based toolkit and plan of how to evaluate the toolkit, 
only data from public data sources such as the Centers for Medicaid and Medicare were utilized 
and were collected to support the need for this project. No data were collected on actual inmates. 
As such, the impact of the project posed minimal or no risk to participants. In addition, all 
members of the team have completed human subject protection training via the Collaborative 
Institute Training Initiative.  
Stakeholders 
 Key stakeholders of the project include the hospice and palliative care administrative and 
clinical staff. Administrative stakeholders are the hospice and palliative care business and project 
development manager, the administrator of hospice and palliative care services, the president of 
Continuing Care, the division chief of hospice and palliative care, and the Chief Executive 
Officer of the health system. Stakeholders within the Department of Corrections include 
administrative leadership. 
Clinical Practice Question 
An evidence-based project to answer the following clinical question was: what is an 
acceptable evidence-based toolkit to promote the identification of frail inmates appropriate for 
hospice and palliative care referral, in order to promote a relationship between a Midwest 
healthcare organization and the DOC? 
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Review of the Literature 
Method 
PRISMA. The Preferred Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) guideline served as the framework for this review (Moher, Liberati, Tetzlaff, Altman, 
& PRISMA Group, 2009). A comprehensive electronic search was conducted in the electronic 
databases of CINHAL and Pubmed, limited to reviews in the English language during the period 
of 2008 to 2018. Keywords utilized in multiple combinations were frailty or frailty screening 
tool, prisons or correctional facilities, older adults or geriatric, and education or staff education. 
The PRISMA structure for this literature can be found in Appendix D.  
Ten papers met the inclusion criteria and are included in Appendix E.  The purpose of the 
literature review was to evaluate studies that described diagnostic indicators of frailty, frailty 
screening tools, educational sessions for prison staff, and indications of quality of care provided 
at end of life in prisons.  Many of the studies were performed over time in a prospective 
observational cohort type and included observations of frailty indicators over time, which made 
this study type appropriate. One of the articles chosen was an expert panel discussion, which was 
included as the topics discussed showed importance of the topics and interventions on improving 
quality of care for inmates. 
Diagnostic Measures for Frailty 
 Various diagnostic measures were utilized to specify the concept of frailty. The two main 
outcomes were loss of functional status and mortality. For functional decline, many of the studies 
measured a decrease in the Katz Index of Independence in Activities of Daily Living score, 
which describes a person’s ability to perform basic functions of activities of daily living 
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including bathing, feeding, transferring, toileting, dressing, and continence. Mortality was 
measured in a specific time frame and if the patient had expired.  
 Efficacy of frailty scales. Frailty scales are available and effective in identifying 
outcomes such as lower functional status or mortality risk. The use of these scales was helpful 
for clinicians and often easy to use. The clinical frailty scale was found to be statistically 
significant in detecting decreases in functionality (p= 0.0011) and increased mortality within 
three months (p=0.012) (Gregorevic, Hubbard, Lim, & Katz, 2016). Researchers Deckx et al 
(2015) found that geriatric screening tools were predictive in functional decline (p= 0.01). 
However, this was only found to be statistically significant in univariate, non-cancer older adult 
patients. Heim et al (2015) also screened older adults with a combination of tools including the 
VMS (a Dutch safety tool), the Mini- Mental State Examination, and the Cognitive impairment 
test and found that these tests individually were not sensitive to predicting frailty. However, 
when combined, the scales had more power in correctly predicting a patient’s decline.  Smet, De 
Donder, Ryan Van Regenmortel, Brosens and Vandevelde (2017) utilized factors of the “Good 
Life Model,” which studies ‘the self’, ‘the body’, and ‘the social life’ in order to determine the 
quality of life domains of older adults. The researchers in the study found that factors that were 
statistically correlated with physical quality of life included physical frailty by aging and self-
perception of health status. 
Evidence to be used for Project 
Frailty scales. The studies that were evaluated for this review did not focus on one 
specific frailty scale, instead gaining information on many screening tools in order to see which 
scale may be helpful in the prison setting. Interestingly, two of the studies (Deckx et al, 2017; 
Gregorevic, Hubbard, Lim, & Katz, 2016) utilized multiple geriatric screening tools in their 
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studies, not just one particular scale. These studies found that using the tools in some 
combination had higher significant predictive power in identifying declines in patient status. 
Therefore, one tool may not be best suited to predict frailty, but rather an adapted or newly 
created tool may be an option, especially when applying it in the unique prison setting.   
 Included in most studies was an analysis of a patient’s ability to complete personal 
activities of daily living (ADLs). This is an appropriate association between ability to complete 
activities of daily living and frailty, as frailty often indicates a decline both physically and 
functionally. While disability is not equivalent to frailty, there are some common considerations 
for patients. Assessment of a patient’s ability to finish their own necessary tasks of self-care are 
simple and quick to complete. Any future tools that measure frailty, could benefit from inclusion 
of assessment of ADLs. 
Quality of life. The term “quality of life” is often described when discussing end-of-life 
care issues. Focusing care on quality and perhaps not quantity, is a decision often made at end of 
life by patients, even in prison settings. Advanced directives are important documents that clarify 
a person’s wishes for end of life care. Earlier identification of frail inmates can trigger 
discussions regarding completion of advanced directions in timely manner. In addition, palliative 
care, including hospice services, has been shown to improve quality of life that aligns with a 
person’s goals (Pazart et al, 2018). In order to qualify for hospice services, a person must have a 
life expectancy of 6 months or less. An indication of frailty, through a screening tool, could elicit 
a referral for hospice services. 
 The prison environment provides special challenges that make quality of life-oriented 
care difficult. Some even argue that a quality end of life experience is impossible in prison 
facilities (Pazart et al, 2018). Medical parole or medical release can provide a better end of life 
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care experience for terminally ill inmates; however, inmates often apply too late to be released 
(Pazart et al, 2018).  Standardized identification of frail inmates could trigger early initialization 
of the medical parole process. Frailer inmates pose less of a security risk, increasing the 
possibility of release (Pazart et al, 2018). By screening inmates for frailty, interventions and 
resources that improve quality of life can be initiated in a timely matter. 
Educational sessions. Providing health care in a prison setting is often associated with 
specific challenges such as high prevalence of mental illness and chronic conditions, security 
management, limitations on staffing, and overcrowding in prisons (Bennett et al. 2010). Health 
care providers have complex roles in providing care in such a unique setting.  In the study by 
Bennet et al (2010), the prison nursing staff felt that they required clinical supervision, 
collaborative working practices, enhanced staffing levels, strong management, medical support, 
and education in order to successfully do their job. After a series of educational sessions, it was 
unanimously felt by both leadership in the prison as well as the nursing staff that the educational 
sessions provided increased confidence and increased awareness of clinical guidelines and 
protocols.  The study completed by Howe and Scott (2012) had a goal of improving palliative 
and end of life care in prisons. These researchers felt strongly that education of the staff was a 
necessary first step in their work. At the conclusion of the study, participants felt that they had 
more confidence in not only their skills, but the resources that they were able to offer inmates. 
One participant even stated, “this course has shown me you can provide good quality care even 
in prison” (Howe & Scott, 2012, p. 394). More importantly, educational modules were found to 
be cost effective and flexible approach to end of life care (Howe & Scott, 2012).  Educational 
sessions have been found to be a feasible way to improve knowledge and confidence in health 
care workers providing end of life care in prison settings. The information gathered in this 
 IDENTIFICATION OF FRAIL INMATES 
     
 
 
20 
literature review guided the development of the educational sessions for the healthcare staff of 
the prison. 
Limitations  
 There are several limitations to the literature review. First, many of the populations 
studied defined older adult at ages that are significantly older than that of the prison population 
of 55 and older. In addition, the majority of the studies were completed internationally. While the 
information studied is still relevant, it is important to note that the correctional system and health 
care in these countries differs from that in the U.S.  
Phenomenon Conceptual Model 
 The conceptual model utilized to understand the phenomenon of interest is the transitions 
model of palliative care (TMPC) by Murray (2007). This model integrates components of a 
chronic care model with an interdisciplinary focus and holistic approach of palliative care. A 
visualization of the model can be viewed in Appendix F. This model was chosen to describe the 
phenomenon of frailty in prisons due to the relation of subject matter and the organization’s 
expertise in palliative care and hospice. The TMPC describes three different factors that affect 
palliative care delivery including: the health problem affecting the patient, the policies of the 
healthcare system, and the nurses’ education in end of life care skills and confidence in 
performing of life care tasks (Murray, 2007). As discussed previously, chronic conditions are 
prevalent in prison settings, and Murray (2007) describes that regardless of diagnosis, functional 
decline and frailty are indicators that support evidence that an individual is at the end of life. The 
prison setting also poses unique policies, rules, and workflows on how care is provided on the 
continuum of a prisoner’s sentence. Murray (2007) describes that nursing care can provide 
quality to a person’s end of life experience, and that nurses must be educated in providing care 
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focused on patient wishes, care management, and symptom management. Using the TMPC 
model, the project was developed utilizing an interdisciplinary, evidenced based approach to 
chronic disease management, integrations in palliative care, and successful transitions in care for 
a vulnerable population of inmates. 
Project Plan 
Purpose of Project and Objectives 
 The purpose of the project was to answer the clinical question: what is an acceptable 
evidence-based toolkit to promote the identification of frail inmates appropriate for hospice and 
palliative care referral, in order to promote a relationship between a Midwest healthcare system 
and the DOC?  The aim of the project was to promote a relationship between the organizations 
formalized by acceptance of the proposed toolkit. The objectives of the project were to develop a 
toolkit the following sub-questions: 
 What is an appropriate evidence-based frailty screening tool that can appropriately 
identify frail inmates in prison settings? 
 What is the return on investment for program implementation to identify frail inmates 
suitable for palliative and hospice care referral that is financially sustainable?  
 What are the components of an educational session for prison healthcare staff on the 
screening tool and its use? 
 What are policy briefs that can be used to educate and influence policymakers on the 
issue of frailty in prison settings? 
Design for the Evidence-based Initiative 
 This toolkit design is evidence-based program development, a form of quality 
improvement. According to Moran, Burson, and Conrad (2017) “programs that are developed to 
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address health and healthcare needs are of critical importance and definitely essential to the 
health of our nation” (Moran, Burson, Conrad, 2017, p. 145). Evidence-based programs are 
necessary to address gaps in the care provided. In this example, early identification of inmates 
who may need healthcare resources was needed. A program to identify frail patients suitable for 
palliative care and hospice referrals can address this gap. The National Hospice Palliative Care 
Organization (NHPCO) has quality guidelines for providing hospice and end-of-life care in 
correctional settings (2009). This project was developed including many of the guideline’s 
recommendations including: coordination of care, care planning, ethical behavior, clinical 
excellence and safety, inclusion and access, and organizational excellence and accountability. In 
addition, the toolkit includes program evaluation methods to determine outcomes that include 
recommendations from “Dying in America: Improving Quality and Honoring Individual 
Preferences Near the End of Life” by the Institute of Medicine (2014). “Dying in America” 
recommends integration of palliative care and hospice for patients who are at end of life through 
the use of interdisciplinary teams that honor patient wishes. In this publication, proper education 
of staff on end of life care issues was recommended. “Dying in America” also demonstrated that 
providing palliative care and hospice care can have financial benefits for the health care system 
as a whole (Institute of Medicine, 2014).  
The toolkit developed was informed by data from public population data sources, such as 
Centers for Medicaid and Medicare, as well as information gained from key stakeholder 
conversations. The finalized toolkit included a frailty scale, information for educational sessions 
for prison staff, a cost analysis of potential cost savings related to using the toolkit, and multi-
level policy briefs regarding the issue. The policy briefs components are crucial in providing 
awareness of inmate healthcare needs and gaps in care to several key stakeholders, including 
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administrators, healthcare providers, and policymakers. 
Setting  
This project took place in the hospice and palliative care department of a Midwest 
healthcare system. Administrative approval for the project through this organization was 
obtained (see Appendix G). 
Participants   
 As this project involved toolkit development as a part of a program plan, approval for this 
project was obtained through key stakeholders. In order to promote relations between the 
organizations, representatives from both the Midwest healthcare system as well from the 
Department of Corrections are stakeholders.  
Model Guiding Implementation 
 The model used to develop this toolkit is the Donabedian (1992) framework. This model 
includes three main categories: structure, process, and outcomes.  
Structure. The structure describes the context in which care is provided (Donabedian, 
1992). Structure can be observed and may reveal upstream issues identified in a process. On an 
observational tour of two of the correctional facilities, it was identified that there was no 
standardized way to discern which inmates may need additional resources such as palliative care 
or hospice services. It was determined that the current context in which care is provided through 
could be standardized through a quality improvement project. This project is in the form of a 
toolkit (Appendix H). Further information regarding the structure from conversations, meetings, 
and further observations on the process of providing health care, as well as end of life care 
services, was utilized to develop the toolkit.  
Components of the toolkit include: 
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 Frailty screening tool 
 Educational materials 
 Cost analysis 
 Policy briefs 
Processes. The second concept in the model to improve quality is improving processes 
(Donabedian, 1992). Processes include transactions between patients and providers through the 
delivery of healthcare. This project aimed to develop a process to identify frail inmates. The 
transactions between patients and providers in healthcare of the project were developed through 
a formalized protocol.  
Components of the protocol include: 
 Plan for use of the screening tool 
 Plan for educational sessions 
 Plan for cost analysis 
 Plan for use of policy briefs 
Outcomes. The last component of the framework is outcomes, which refer to the effects 
of healthcare on the status of patients and populations (Donabedian, 1992). The entire project 
including the toolkit and protocols were presented to administrators and stakeholders from both 
the Midwest healthcare system and the Department of Corrections. The Midwest healthcare 
system can utilize this toolkit to further develop a relationship with the Department of 
Corrections. Further, the Department of Corrections can implement the toolkit and its protocols. 
In order to evaluate outcomes of the toolkit and its protocols, an evaluation plan was included in 
the project. 
Components of the evaluation plan include: 
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 Plan for evaluation of frailty screening tool 
 Plan for evaluation of educational sessions 
 Plan for cost analysis outcomes 
 Plan for policy brief outcomes 
Implementation Steps and Project Timeline 
 The timeline is illustrated in Appendix I. The implementation steps included:  
 Performed key stakeholder interviews to gain buy in regarding the project and promote 
the relationship between the organizations. 
 Selected the evidence-based screening tool used for the toolkit.  
 Reviewed population data and costs of hospitalization and emergency room visits from 
Centers of Medicare and Medicaid and other public data sources. 
 Created structured components of the toolkit including a frailty screening tool, 
educational session materials, cost analysis, and policy briefs. 
 Created process components of the project through protocols, including plan for use of 
frailty screening tool, plan for educational sessions, plan for cost analysis, and plan for 
use of policy briefs. 
 Developed outcomes of the project through an evaluation plan of the toolkit including 
plan for evaluation of frailty screening tool, educational sessions, cost analysis outcomes, 
and policy brief outcomes.  
 Presented work to Midwest healthcare system key stakeholders for acceptance.  
 Presented work to Department of Corrections key stakeholders.  
 Uploaded the toolkit to a digital folder within the protected hospice and palliative care 
department network drive. 
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 Defended the final project in a presentation at Grand Valley State University. 
Data Collection Procedures 
The various forms of data including literature review, public data searches, collaboration 
with content experts, and key stakeholder interviews were analyzed to develop the toolkit 
components. In order to select the frailty screening tool, literature was reviewed to select an 
appropriate, evidenced-based screening tool. Educational materials were developed by 
collaborations with the hospice and palliative care department educator. In order to perform the 
cost analysis, data including costs of emergency department visits, hospitalizations, data on rates 
of death and causes of death for inmates were reviewed. Data collected was from public data 
sources such as Pew Charitable Trust (2017) and the U.S Department of Justice (2013). In 
development of the policy briefs, both content experts’ and key stakeholders’ opinion were 
utilized.  Data were presented in various formats including narrative, poster, and Powerpoint 
presentation. 
Data Management   
 Data did not need to be de-identified as no specific individual data was reviewed, rather 
population data was utilized. Any information that was collected was stored on a password 
protected computer of the project director.   
Measures 
 The evidence-based toolkit to improve identification of frail inmates was evaluated based 
on acceptance by stakeholders within the hospice and palliative care department. Key 
stakeholders included the medical director, manager of business and program development, and 
an organizational nurse practitioner whose acceptance of the toolkit was the final outcome of 
this DNP scholarly project.  
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Resources & Budget 
 The development of the evidence-based toolkit is a scholarly project that was completed 
by the DNP student. The average salaries of the roles of: hospice and palliative care medical 
director, business and program development manager, and nurse practitioner were factored in 
with the estimated number of hours these individuals served in contribution to the project 
(Glassdoor, 2019). The time and efforts of the DNP student was in kind donation a laptop 
computer from the organization was also used for purposes of the project. A detailed budget can 
be seen in Appendix J. 
Results 
Toolkit  
Clinical frailty tool. In order to answer the clinical question, an evidenced based toolkit 
was developed. In the initial literature review, multiple frailty scales were evaluated. Through 
discussions with the hospice and palliative care department key stakeholders, the clinical frailty 
scale by Dr. Rockwood et al (2005) was suggested for the toolkit (Appendix K). A secondary 
literature review was performed specifically on use of the clinical frailty scale and multiple 
studies found the clinical frailty scale as useful, valid, and reliable (Alfaadhel et al, 2015; Tandon 
et al, 2016; Ritt et al, 2015). Permission was then requested and granted from the creator of the 
clinical frailty scale (Appendix L). A visual representation in the form of an algorithm was 
created to delineate the process for utilizing the tool (Appendix M). The implementation protocol 
was developed (Appendix N). An evaluation plan was also created (Appendix O). A part of the 
evaluation plan includes healthcare staff and provider anonymous surveys to evaluate the 
process, workflow, and importance of the screening process. The healthcare staff survey can be 
visualized in Appendix P, and the healthcare provider survey can be visualized in Appendix Q.  
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Educational materials. The first step of creating the materials for the educational 
sessions was meeting with the educator for the hospice and palliative care department. Through 
suggestions taken during this meeting, educational materials were created in order to provide a 
brief 20-30-minute educational session to the prison healthcare staff and key stakeholders on the 
importance and process for use of the clinical frailty scale. A situation, background, assessment, 
and recommendation (SBAR) format with a case study example was drafted (Appendix R).  The 
protocol for the process of performing the educational sessions including objectives and agenda 
for the educational session was provided (Appendix S). Pre- and post- surveys were created in 
order to evaluate the educational sessions (Appendices T and U).  
 Cost savings analysis. For the cost analysis portion of the project, multiple meetings 
with the business and program development manager were held. Data and costs were analyzed 
from sources such as the literature and Pew Charitable Trust (2017) visualized in Appendix V. 
The cost savings analysis was prepared from this data including costs of hospitalizations and 
emergency room visits. Unfortunately, specific rates of emergency department and 
hospitalizations for inmates were not available. The rates of emergency department visits and 
hospitalizations for those who have chronic conditions is difficult to determine as chronic 
conditions are so variable and data varies depending on numerous factors including location, 
stage of disease, resources available in the area (Raghupathi & Raghupathi, 2018). However, it 
was determined that people with chronic conditions are 13% more likely to seek care in the 
hospital, and that 19.6 million emergency department visits occurred in patients 65 years and 
older from 2009-2010 (Kern, 2018; Albert, McCain, Ashman, 2013).  
With the data available the cost analysis was generated with generalized costs based on 
one, one hundred, one thousand, and ten thousand emergency room visits and hospitalizations. 
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While developing the cost analysis, it was determined that one of the most significant costs in the 
event that an inmate is brought to the emergency room or is hospitalized is not the cost of the 
actual healthcare received, but the cost of transporting the inmate and staffing a guard while the 
inmate receives care, which costs on average $2,000 per day (Schaenman, Davies, Jordan, & 
Chakraborty, 2013). The cost of the emergency room visits, or hospitalizations were then added 
to the cost associated with staffing and transportation. Palliative care and hospice services have 
been found to decrease emergency room visits on average by 15% and reduce hospitalizations on 
average by 20% (Antonuzzo et al, 2017; De Palma et al., 2018; Spilsbury, Rosenwax, Arendts, 
Semmen, 2017; Lustbader et al, 2017). These reduced costs with the hospice/palliative care 
intervention were then determined. A plan was developed for expanding the cost analysis for 
when the frailty tool is put in place (Appendix W). An evaluation plan was developed in 
comparing costs between the costs of providing care for the inmate population pre and post 
frailty scale implementation (Appendix W).  
 Policy briefs. Prior to drafting the policy briefs, a meeting was held with a content expert 
on healthcare policy. Policy briefs were drafted utilizing data from common resources and 
literature such as reports from Pew Charitable Trust (2017) and data from the Department of 
Justice (2013). A policy brief on a local level including the Midwest healthcare leadership was 
created (Appendix X). Policy briefs were developed for state (Appendix Y) and federal 
lawmakers (Appendix Z). Each policy brief was adjusted to address the intended audience. A 
protocol was drafted on how to disseminate the policy briefs and how to evaluate their 
effectiveness (Appendix AA).  
 
 
 IDENTIFICATION OF FRAIL INMATES 
     
 
 
30 
Discussion 
 A comprehensive and methodical approach was taken in drafting the toolkit and its 
components. The components of the toolkit were strategically selected to be effective and 
promote success when the frailty screening tool is implemented. The clinical frailty scale 
(Rockwood et. al, 2005) is the foundation of the toolkit standardizing the assessments of inmates 
and beginning the triage process.  Providing education to the prison healthcare staff is a crucial 
component to the success of the toolkit. If the staff are not able to correctly work through the 
screening process, the entire project would be futile.  
 The cost savings analysis produced was based on available data and calculated on the 
cost savings potential of hospice and palliative care in reducing emergency room and or 
hospitalization costs. A more in-depth cost analysis can be completed with implementation of the 
toolkit to determine the costs saved with other implications of the toolkit including: reassigning 
inmates to geriatric housing, discussing code status and or advanced directives, and medical 
parole. It is essential to ensure that use of the tool results in a cost savings in order to be 
sustainable and justify the protocol.  
The Department of Corrections is a government system guided by policies and protocols.  
For sustained improvements in the healthcare of inmates, policy and processes must be changed 
system wide. The policy briefs were developed to educate policymakers such as administrators, 
lawmakers, and healthcare providers, in an abbreviated and simple format, informing them of 
inmate healthcare issues and providing evidence for recommendations to improve care. The most 
compelling and significant pieces of literature and data were arranged through the policy briefs 
in order to demonstrate need for change.   
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Limitations 
As there is no formalized relationship between the organizations, this project was limited to 
the conception and planning phase of the intervention. The cost analysis provided in this project 
was only based on available data from public data sources, a more specific cost analysis tailored 
to specific rates of emergency room visits and/or hospitalizations may provide more accurate 
calculations. The vulnerability of the incarcerated population also limited the ability to 
implement the toolkit in the time frame allotted for this project. Also, much of the toolkit 
development was based on the status and assessment of the Department of Corrections in one 
specific state, practices may be different in other states. However, the toolkit may have 
applicability in other systems nationwide.  
Implications for Practice and Further Study in the Field 
This project addresses many of the concerns discussed in the Institute of Medicine’s 
Dying in America (2014) in providing high quality end of life care. The toolkit was developed by 
focusing on several of the recommendations from the NHPCO quality guidelines in providing 
hospice and end-of-life care in correctional settings including: coordination of care, care 
planning, ethical behavior, clinical excellence and safety, inclusion and access, and 
organizational excellence and accountability (2009). This project also addressed the Quadruple 
Aim of Healthcare (Bodeheimer & Sinksy, 2014) by providing information, which if used, could 
increase access to palliative care/hospice care, enhance the quality of life for patients with a life-
limiting/terminal illness, provide higher rates of patient and provider satisfaction, provide greater 
use of resources, and contribute to a more sustainable healthcare system, both in the prison and 
community settings. 
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Sustainability Plan 
 Stakeholders in the Hospice and Palliative Care department have a significant interest in 
developing a relationship with the Department of Corrections. The hospice and palliative care 
department has accepted the toolkit and plans to utilize it to form a relationship with the DOC. If 
the relationship is not formed between the organizations, the toolkit will be not be available to 
the DOC. It is crucial that a relationship is formed as this toolkit including its protocol and 
evaluation plan can standardize the way care is received, providing higher quality care that is 
cost effective. In order to ensure success in this project, the hospice and palliative care 
department are meeting with healthcare system leaders and determining next steps in 
approaching the DOC. This Midwest state has over 43,000 inmates that the Department of 
Corrections manages healthcare for annually (Wagner & Rabuy, 2016). This project has the 
potential to improve outcomes and save significant amounts of money for the state. As 
mentioned previously, the large number of aging prison populations provide unique challenges to 
the Department of Corrections, gaining information from external experts in providing healthcare 
can help to manage these challenges.  
In addition, policy briefs were included in the toolkit to inform policymakers of the lack 
of standardized approach to identify inmates who need timely access to healthcare resources. 
Policymakers such as representatives, law makers, and government officials on a local, state, and 
national level could significantly impact the trajectory of the project by encouraging the 
relationship between the organizations, recognizing the importance of this issue. The 
sustainability of the project is greatly determined by the formation of the relationship by the 
organizations. If this relationship is not established and formalized, sustainability of the project is 
low. If the relationship is formed, there would be numerous quality improvement projects that 
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could result from a continued collaboration between the organizations. 
Conclusion  
With higher number of inmates aging while being incarcerated, the Department of 
Corrections needs to be prepared to care for inmates nearing the end of life. At present time, 
there is no standardized way to discern which inmates may need greater resources such as 
palliative or hospice services. The development of an evidenced- based method to promote to a 
relationship between the Department of Corrections and a Midwest healthcare system, therefore 
assisting the DOC in meeting the healthcare needs of the frail inmate population. Earlier 
identification of needs of individuals can promote cost savings and provide higher quality of 
care. 
Dissemination of Results 
 The toolkit was disseminated to key stakeholders at both the Midwest healthcare 
organization and Department of Corrections. The policy briefs portion of the toolkit can be 
utilized by key stakeholders, leaders of the healthcare system, and policymakers to help shape 
policy and protocols in providing similar care for prison populations. The project was also 
presented in the form of a poster through the Midwest state’s nurse practitioner council annual 
conference and at the Midwest healthcare system level research council event.  As a final step, 
this project was presented at Grand Valley State University where the DNP student shared the 
project with the project team as well as other nursing faculty and students in attendance. The 
final version of the scholarly project was uploaded to Scholarworks. 
Reflection on DNP Essentials 
 Each of The Essentials of Doctoral Education for Advanced Nursing Practice by the 
American Association of Colleges of Nursing (2006) were addressed throughout this project and 
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immersion work. This DNP project especially addressed the following essentials, Essential II: 
Organizational and Systems Leadership for Quality Improvement and Systems Thinking; 
Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based Practice, 
Essential V: Health Care Policy for Advocacy in Health Care, Essential VI: Interprofessional 
Collaboration for Improving Patient and Population Health Outcomes, and Essential VII: 
Clinical Prevention and Population Health for Improving the Nation’s Health.  
Essential I: Scientific Underpinnings for Practice was addressed throughout the DNP 
journey in developing the scientific foundation for the doctoral education (American Association 
of Colleges of Nursing, 2006). This project exemplified this Essential as many contributions 
from theory, ethics, physical, analytical and organizational sciences were utilized to create the 
entire DNP scholarly project. The development of care delivery approaches that meet current and 
future needs of the healthcare system exemplifies Essential II: Organizational and Systems 
Leadership for Quality Improvement and Systems Thinking.  This project used principles of 
many disciplines including business, finance, economics, health policy in development of system 
wide changes that would improve the quality of care provided. This essential was used often 
through meetings with organizational mentors and immersion activities such as a Refugee 
Symposium.  Essential III Clinical Scholarship and Analytical Methods for Evidence-Based 
Practice was applied throughout the project through critically analyzing the data and literature in 
order to create the evidence-based toolkit. This essential highlights the process that was followed 
throughout the scholarly project including: analyzing data/literature, developing processes to 
improve change, evaluating outcomes, and disseminating findings. Essential IV: Information 
Systems/Technology and Patient Care Technology for the Improvement and Transformation of 
Health Care prepares the DNP student to provide leadership in the resolution of ethical and legal 
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issues with the use of information and information technology. This essential was addressed 
during numerous class seminar experiences and through forums where information technology 
was disseminated. This project was heavily rooted in Essential V: Health Care Policy for 
Advocacy in Health Care. Health care policy briefs were created as a crucial part of the 
evidenced-based toolkit in order to educate policymakers on multiple levels. Through this policy 
work, the student was an advocate for an extremely vulnerable inmate population. In addition, 
Advocacy Day in October 2018 was attended by the student, a one-day conference at the state’s 
capital on the topics of policy and advocacy. The project will also be presented at a regional 
policy conference. Essential VI: Interprofessional Collaboration for Improving Patient and 
Population Health Outcomes was significant utilized throughout both the project and immersion 
work. Palliative care and hospice are fields that are interdisciplinary in nature. An 
interdisciplinary approach to the project included input from numerous disciplines. In addition to 
substantial project work in this essential, an interdisciplinary conference was attended through 
the university. Essential VII: Clinical Prevention and Population Health for Improving the 
Nation’s Health provides understanding of data from concepts such as social determinants of 
health and cultural diversity in order to improve gaps in care. Project work included numerous 
factors such as financial, cultural, and biologic in addressing the gap in care existing currently in 
prison systems. And finally, Essential VIII Advanced Nursing Practice was addressed through 
assessment of current issues in prison settings and developing a plan that includes diverse and 
culturally sensitive approaches to care. Competency in this essential was assisted through 
numerous experiences such as mentoring other students and evaluating the connections between 
practice, policy, organizational issues. 
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Appendix A 
The Burke and Litwin Model of Organizational and Performance Change 
 
 
 
Figure 1. A model of organizational performance and change. Reprinted from “A Causal Model 
of Organizational Performance and Change.” By W.W Burke and G.H Litwin, 1992, Journal of 
Management, 18(3), 528. Copyright 1992 by Southern Management Association 
 
 IDENTIFICATION OF FRAIL INMATES 
     
 
 
44 
Appendix B 
SWOT Analysis of Organization and Prospective Project 
 
 
 
 
 
 
 
Strengths 
 Significant leadership support for 
project 
 Support from staff regarding project 
and direction of organization 
 Previous DNP project success 
 Size and strength of the organization 
as a whole, many resources available 
 Organization sees projects as a priority 
Weaknesses 
 Department staff burnout may make 
staff hesitant to participate 
 New type of project work for staff  
Opportunities 
 Building a collaborative relationship 
with the Department of Corrections 
 Building a relationship with 
community leaders and partners 
 improvement of community health 
and better allocation of state and 
community resources 
 further projects with DNP students 
and DOC 
 Organization recognizes need for 
population-based health- this is an 
example of a way to serve a 
vulnerable population 
 A method to inform policymakers of 
needs of frail inmates 
 
Threats 
 Multiple competing organizations in 
the area 
 Other organizational 
projects/incentives that may take 
time/resources 
 Restructuring of the organization 
taking place at the same time as the 
project 
 Difficulty getting buy in from prison’s 
contracted providers 
 Prison population are very vulnerable, 
limited access to data 
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Appendix C 
 
NON HUMAN RESEARCH DETERMINATION  
November 30, 2018 
Morgan A Kochajda, Doctorate in Nursing Practice  
SH IRB#: 2018-425  
PROTOCOL TITLE: An Evidenced Based Protocol for Early Identification of Frail Inmates  
SPONSOR: Investigator  
Dear Ms. Kochajda,  
On November 29, 2018, the above referenced project was reviewed. It was determined that the 
proposed activity does not meet the definition of research as defined by DHHS or FDA.  
Therefore, approval by XXX  IRB is not required. This determination applies only to the 
activities described in the IRB submission and does not apply if changes are made. If changes are 
made and there are questions about whether these activities are research involving human 
subjects, please submit a new request to the IRB for a determination.  
A quality improvement project may seek publication. Intent to publish alone is insufficient 
criterion for determining whether a quality improvement activity involves human subject 
research. However, please be aware when presenting or publishing the collected data that it is 
presented as a quality improvement project and not as research.  
Please be advised, this determination letter is limited to IRB review. It is your responsibility to 
ensure all necessary institutional permissions are obtained prior to beginning this project. This 
includes, but is not limited to, ensuring all contracts have been executed, any necessary Data Use 
Agreements and Material Transfer Agreements have been signed, documentation of support from 
the Department Chief has been obtained, and any other outstanding items are completed (i.e. 
CMS device coverage approval letters, material shipment arrangements, etc.).  
Your project will remain on file with the Office of the IRB, but only for purposes of tracking 
research efforts within the XXX  system. If you should have questions regarding the status of 
your project, please contact the Office of the IRB at 616-486-2031 or email  
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Sincerely,  
Jeffrey Jones MD 
Chair, Spectrum Health IRB  
cc: Quality Specialist  
Spectrum Health 
750 Fuller Avenue NE Grand Rapids, MI 49503  
 
Page 1 of 1  
HRP-524  
Human Research Protection Program  
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Appendix D 
 
PRISMA Flow Diagram 
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Appendix E 
 
Table Articles included in review with author, year, purpose, design, inclusion, results, conclusions 
 
Author (Year) 
Purpose 
Design (N) Inclusion 
Criteria 
Intervention vs 
Comparison 
Results Conclusion 
Bennett, Perry, 
Lapworth, 
Davies, Priece 
(2010) Support 
cultural change 
and advancing 
of nursing care 
within prisons 
An action 
research 
approach was 
applied- 
participative 
method of 
research. Four 
stage process: 
data gathering, 
data 
discussion, 
action 
planning, 
action. Data 
collected 
through 
qualitative 
interviews, 
focus group 
interviews, 
questionnaires. 
First group 
n=10, second 
cohort n= 8  
Prison Nurses, 
Willingness to 
participate, 
volunteered 
for sessions 
Educational 
session vs. 
standard roles of 
job 
After the educational session, all nurses 
reported increased confidence, a 
reduction in anxiety, a greater 
appreciation of accountability, a greater 
understanding of litigation, and an 
enhanced ability to provide evidence-
based care. Overall improvement in the 
attitudes of their roles as prison nurses.  
Stakeholders noted a change in overall 
positive attitude of the staff, increased 
knowledge base, and increased 
assertiveness in their roles. 
Educational 
sessions can 
improve overall 
confidence and 
knowledge in roles 
of prison nursing. 
Increasing 
educational 
sessions to other 
prison health care 
providers is 
recommended.  
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De Smet et al.  
(2017) Paper 
aims to explore 
the main areas 
of the “Good 
Lives Model” 
related to the 
quality of life 
domains of 
older 
imprisoned 
offenders 
Structured 
questionnaire 
administered in 
individual 
interviews n= 
93. The Good 
life Model 
areas were 
identified 
specifically 
with use of 
validated tools 
measuring 
psychiatric 
disorders, 
loneliness, and 
frailty. N= 93 
Older 
prisoners, 
equal to or 
older than 60 
years old, 16 
prisons, who 
speak Dutch. 
International 
study 
Specific quality 
of life indicator 
analysis vs 
standard care 
All respondents mentioned having at 
least one medical problem, with six in 
ten reporting at least two medical 
conditions (60.2%). Almost one in 
seven (15.1%) perceived their own 
health status was worse than that of 
their ageing prisoner peers and a 
corresponding number (16.1%) felt 
unsafe in company of other prisoners. 
Nearly one in ten (8.6%) expressed the 
need for more support in the activities 
of daily living (washing, dressing, 
feeding, and hygiene). Physical frailty 
predicted the extent of physical quality 
of life.  
 
 
Special attention 
should be given to 
psychiatric and 
age- related 
symptoms of older 
prisoners. Older 
prisoners may be 
poorer advocates 
for themselves, 
than younger 
inmates. 
Gregorevic, 
Hubbard, Lim, 
& Katz (2016). 
Purpose is to 
determine the 
predictive 
validity and 
usability of the 
CFS in an 
acute medical 
setting  
Prospective 
cohort study, 
Use of the 
clinical frailty 
scale using 
only routine 
clinical 
assessment 
n=179 
Patients aged 
65 years and 
older admitted 
on an acute 
general med 
unit during 2-
month time 
frame. 
Excluded if 
they were 
transferred to 
a different 
specialty unit 
Utilization of 
frailty screening 
vs standard care 
Outcomes assessed included mortality 
and functional decline. Mortality 
measured by 3 months. Functional 
decline as determined by need for 
rehab. Frailty scores were obtained for 
95 % of patients. 40 % of patients were 
vulnerable/mildly frail, and 41 % were 
moderately to severely frail. Only 17 % 
were not frail. Mortality at three 
months was 11 %. At the time of 
discharge from the acute hospital, 45 % 
of patients experienced functional 
decline  
This scale was 
utilized easily 
(95%) without any 
education to 
providers on the 
use. Screening for 
frailty may act to 
decrease age 
related 
discrimination by 
identifying robust 
elderly patients. 
Screening can also 
identify the most 
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frail and trigger 
discussions 
regarding 
limitations of 
treatment.  
 
Heim et. al 
(2015) to 
identify the 
most predictive 
and efficient 
screening tool 
for frailty 
Two 
consecutive 
observational 
prospective 
cohorts in four 
hospitals in the 
Netherlands n= 
883 
Adverse 
outcomes were 
defined as 
decline in ADL 
function and or 
high healthcare 
demand or 
death. 
Functional 
decline 
considered 
present if 
patients 
reported one or 
more 
additional 
ADL 
dependencies 
Patients aged 
70 and older, 
electively or 
acutely 
hospitalized 
for 2 or 
greater days. 
International 
study 
Utilization of 
frailty screening 
vs standard care 
Age and two or more positive scores on 
the VMS domains were strongest in 
predicting an adverse outcome. All 
screening instruments were similarly 
predictive for adverse outcome, but the 
percentage of positively screened 
patients and specificity differed. The 
VMS tool classified 34% of the 
patients as frail with a sensitivity of 
68% and a specificity of 74% 
 
 
The VMS is an 
efficient instrument 
to identify frail 
hospitalized older 
adults who are at 
risk for poor 
outcomes including 
lower functional 
status 
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on the Katz 
Index after 3 
months of 
follow-up. 
Howe & Scott 
(2012) Purpose 
of the study 
was to 
determine if 
end of life care 
education 
improved 
understanding 
of providing 
end of life care 
in prison  
Mentor 
provided 
education 
through the 
course met 
with 
participants 
and asked for 
feedback. 
Change in 
practice 
questionnaire 
provided at 
conclusion of 
the course n= 
15 
Inpatient unit 
workers at one 
particular 
prison were 
offered to 
volunteer for 
the course. 
The 
participants 
were either 
nurses or 
prison officers 
Educational 
session vs 
standard job role 
Increased knowledge and confidence in 
providing end of life care to those who 
are incarcerated 
Model of providing 
education through 
mentorship has 
benefits. Educating 
the staff who 
provide care is 
important first step 
of providing 
quality care. 
 IDENTIFICATION OF FRAIL INMATES 
     
 
 
52 
Deckx et al. 
(2015) Purpose 
was to evaluate 
if geriatric 
screening tools 
predict decline 
in functional 
status and 
quality of life 
after one year 
Older cancer 
patients and 
older primary 
care population 
without a 
history of 
cancer (aged 
70 and above) 
included in a 
on-going 
prospective 
cohort study. 
Data collected 
at baseline and 
1 year follow 
up. Functional 
decline based 
on Katz and 
Lawton IADL-
scale. Decline 
in quality of 
life measured 
using the 
global health 
related 
subscale of the 
EORTC QLQ-
C30.  
Geriatric scales 
utilized 
included: 
Comprehensive 
Geriatric 
Older patients 
(70 years or 
above) with or 
without cancer 
diagnosis. 
Recruited 
from primary 
care site. 
Excluded if 
they were 
unable to 
speak Dutch, 
had dementia, 
or had an 
estimated life 
expectancy of 
less than 6 
months. 
International 
study 
Utilization of 
frailty screening 
vs standard care 
After one-year follow-up, 58% of older 
cancer patients experienced functional 
decline, compared to 43% of persons 
without cancer. 
Abnormal scores at baseline for all four 
geriatric screening tools were 
significantly associated with functional 
decline after one year, but only among 
persons without cancer, and only in 
univariate analyses.  
Between baseline and one-year follow-
up, 23% of older cancer patients and 
30% of older persons without cancer 
experienced decline in QoL  
 
 
 
older persons with 
a relatively good 
prognosis, geriatric 
screening tools are 
of limited use in 
identifying persons 
at risk for decline 
in functional status 
or quality of life 
after one year. 
Should be done in 
conjunction with 
other information 
and assessments.  
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Assessment, 
Groningen 
Frailty 
Indicator, 
Vulnerable 
Elders Survey-
13, and G8. N= 
354  
Pazart et al 
(2018) Purpose 
of the study 
was to assess 
the number and 
characteristics 
of prisoners 
requiring 
palliative care 
in French 
prisons 
Prospective 
national survey 
collecting data 
over 3-month 
period n=190 
health care 
units providing 
care for 
inmates. Total 
of 66, 698 
prisoners 
Prisoners who 
had a serious, 
progressive, 
or terminal 
illness. Life 
expectancy of 
less than 1 
year.  
International 
Study 
Quality of life  
vs. standardized 
care 
Observed number of prisoners 
requiring palliative care was twice as 
high as the expected age and sex 
standardized number based on the 
general population and similar to the 
expected number among persons 10 
years older in the generalized 
population  
Higher rates of 
need for palliative 
care in prison 
populations than 
general population. 
There are increases 
in frailty and co-
existing conditions 
in prisons which 
are accelerated in 
these settings. 
Vellas et al 
(2013). 
Purpose of the 
study was to 
more quickly 
determine 
frailty with the 
use of the 
Gerontopole 
Frailty 
Screening tool 
The frailty 
clinic utilizes 
the GFST in 
order to 
determine if a 
patient scores 
as frail or not 
n= 442 
Older adults 
(aged 65 and 
above) no 
physical 
disability or 
acute disease. 
International 
study 
Utilization of 
frailty screening 
vs standard care 
Almost everyone 95.2% resulted in 
pre-frail or frail category. High 
acceptance of tool due to its ease of 
use.  
GFST might be 
useful to educate 
providers on frailty 
and to create 
personalized plans 
to prevent 
disability in older 
adults 
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Williams, 
Stern, Mellow, 
Safer, & 
Greifinger 
(2012) Purpose 
of this was to 
produce a list 
of actionable 
items that can 
be pursued to 
change policy 
to optimize 
older prisoner 
health 
Roundtable 
like discussion 
with experts 
with 
identification 
of priorities for 
advocacy for 
change. N= 29 
Experts 
including 
physicians, 
psychologists, 
nurse, and 
lawyers 
Experienced 
in prison 
health care, 
geriatrics or 
palliative 
medicine 
Identification of 
priority areas for 
policy change 
for improving 
quality of life of 
imprisoned 
populations vs. 
current status of 
care 
9 priority areas were discovered for 
policy agenda related to older 
prisoners: define the older prisoner, 
train staff and health care providers, 
define functional impairment among 
prisoners, screen for dementia, identify 
needs of older women prisoners, create 
uniform policies for geriatric housing 
units, identify release and reentry 
challenges for older adults, improve 
medical release policies, enhance 
prison palliative care programs 
Increasing numbers 
of older prisoners, 
coupled with 
soaring health-
related costs and a 
relative dearth of 
evidence-based 
information about 
the health and 
health care needs 
of older prisoners, 
necessitates a 
policy agenda to 
im- prove cost-
effective quality 
care for older 
prisoners.  
 
Breen, 
Ristevski, 
Regan (2012) 
Analysis of 
implementing 
screening kit 
for both patient 
outcomes and 
clinician 
application 
Prospective 
pilot study 
completed in 
large hospital. 
Patients 
completed 
screening tool, 
provider 
discussed 
identified 
needs n= 40 
patients who 
completed 
screening. 
Confirmed 
diagnosis of 
malignant 
disease, 18+ 
and older, 
ability to read, 
write, and 
speak in 
English, no 
cognitive 
deficits 
Use of screening 
tool vs. standard 
care provided 
Patient results: 89% supporting future 
use whilst an even higher number 
(97%) supported future “screening 
discussions” and all appreciating the 
opportunity to discuss their needs.  
Clinician adherence: Eighty-eight per 
cent (n=35) of clinician referral and 
action checklists were completed and 
returned to the study following the 
completion of the patient screening 
discussion.  
Clinicians were 
able to successfully 
implement the tool 
after training. 
Patients accepted 
the screening tool 
and appreciated 
being able to 
discuss their needs 
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Appendix F 
 
Transitional Model of Palliative Care 
 
 
 
 
Figure 2. TMPC: palliative care within chronic conditions management and decision support. 
Reprinted from: Murray, M. A. (2007). Crossing over: Transforming palliative care nursing 
services for the 21
st
 century. International Journal of Palliative Nursing, 13(8), 366. 
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Appendix G 
 
 
 
9/17/18 
Regarding: Permission to conduct DNP Project through Spectrum Health Hospice and Palliative 
Care 
 
Dear Sir/Madam, 
 Morgan Kochajda is a Doctor of Nursing Practice (DNP) student at Grand Valley State 
University. As part of her DNP studies, she will be conducting a project through Spectrum 
Health  Hospice and Palliative Care with the Michigan Department of Corrections. This project 
entails development of a frailty scale and development of a toolkit to identify frail inmates who 
may need end of life care services. An evidence-based frailty tool will be developed and utilized 
to improve quality of care and better allocate resources. 
 
 I will serve as a mentor for Morgan Kochajda in relation to this project. I allow this 
student to conduct her project with our department. 
 
Sincerely, 
 
 XXXXXXXXXXXXXXX                                                 
 
Rachel Cardosa DNP, RN 
Nurse Practitioner Spectrum Palliative Care   
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Appendix H 
 
Donabedian Model to Guide Implementation of Project 
 
 
Structure Process Outcome 
Toolkit Protocol Evaluation Plan 
Elements of Toolkit and Steps for 
Development 
  
Frailty Screening tool 
-review literature for specific frailty 
screening tool 
-collaborate with organizational mentors 
regarding which frailty screening tool to 
include in toolkit 
-receive permission to utilize frailty 
screening tool in toolkit by screening tool 
author or organization 
-include frailty screening tool in toolkit 
Plan for use of frailty screening tool: each 
prisoner would be screened for frailty by a 
nurse or practitioner at least annually, or 
with any change in condition, or new 
health diagnosis.  
Plan for evaluation of frailty screening 
tool would include: 
-demographics of screened prisoners 
-statistics on numbers considered frail 
-associated outcomes of the prisoners such 
as hospitalization, in a palliative or 
hospice program, death, or illness with 
their frailty score 
Educational Materials 
-collaborate with organizational educator 
in development of materials 
-create educational materials including: 
pre-test, post-test survey, and handout 
materials for educational session 
-include educational materials in toolkit 
Plan for educational session: provide brief 
educational sessions during mandatory 
staff meetings or brief scheduled 
educational sessions for prison healthcare 
staff including nurses and providers.  
Start educational session with pre-test and 
conclude with post-test. 
Plan for evaluation of educational 
sessions: compare pre and post-test results 
completed by prison healthcare staff 
members.  
Cost Analysis 
-review information from public databases 
including Pew Charitable Trusts (2017) 
-utilizing frailty screening tool literature 
as well as data accessed from public 
databases- compile potential cost savings 
data 
Plan for cost analysis: a cost analysis will 
be provided for potential use of frailty tool 
through data such as emergency room 
visits, hospitalizations, and end of life 
care. Included will be a plan to expand the 
cost analysis when frailty tool is actually 
implemented 
Plan for cost analysis outcomes:  
-compare cost per caring for sickest 10% 
of prisoners prior to utilization of frailty 
screening tool and after utilization of 
frailty screening tool 
-include comparisons of costs such as 
emergency room visits, hospitalizations, 
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-include cost analysis in toolkit and end of life care 
Policy Brief 
-review content on policy briefs and their 
use 
-consult both organizational and academic 
content experts regarding policy brief 
-perform key stakeholder structured 
interviews  
-review local, state, and national policy  
-utilizing information gathered from 
interviews, content, and expert opinion 
create policy briefs for each local, state, 
and national policymakers 
-include policy briefs in toolkit 
Plan for use of policy briefs: policy briefs 
will be provided for a multiple level 
system use including: local, state, and 
national levels. The policy brief can be 
given to lawmakers and dispersed to 
stakeholders in order to educate and 
inform those who create policy on the use.  
Plan for policy brief outcomes: 
Evaluation of the policy brief could 
include numbers of people informed of 
the issue. As well, if a policy change was 
to come as a result of the brief, this would 
be a positive outcome for use of the frailty 
screening tool.  
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Appendix I 
 
Timeline of Project 
 
November 2018 
•Establish screening tool 
•review population data 
January 
2019 
•Create toolkit 
components 
•create 
protocols for 
components of 
toolkit 
•establish 
evaluation plan 
February 
2019 
•Create toolkit 
components 
•create 
protocols for 
components of 
toolkit 
•establish 
evaluation plan 
March 2019 
•present work 
to Midwest 
healthcare 
stakeholders 
•present work 
to DOC 
•upload toolkit 
to digital folder 
•present poster 
at NP 
conference 
April 2019 
•present poster 
at 
organizational 
symposium 
•defend final 
toolkit at GVSU 
 Running head: IDENTIFICATION OF FRAIL INMATES  
    
 
 
60 
Appendix J 
 
Budget of Project 
 
Personnel or Resource 
Item 
Projected Time in 
hours spent on 
project 
Cost of Time 
Commitment or Item 
Chief of Hospice and 
Palliative Care 
Department Average 
salary estimate 
$149/hour (Glass door, 
2019) 
15 hours $2235 
Manager of Program 
Development 
Average salary 
estimates $37/hour 
(Glass door, 2019) 
15 hours $555 
Nurse Practitioner 
Mentor 
Average salary 
estimates $45/hour 
(Glass door, 2019) 
20 hours $900 
Laptop Computer  $700 
Total Expense of 
Project 
 ($4390) 
DNP Student Average 
Salary estimate 
$35/hour, given in kind 
donation 
(Glass door, 2019) 
250 hours $8750 
Net  $4360 
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Appendix K  
 
Clinical frailty scale 
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Appendix L 
 
Permission for use of Screening Tool
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Appendix M 
 
 
Algorithm for use of Tool 
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Appendix N 
 
Clinical frailty scale (CFS): Protocol 
 
 For the beginning of implementation, each inmate would need to be screened. Leadership 
should agree upon time frame for every inmate to be screened (example- 4 months). 
 Clinical Practice: each inmate is screened at least annually or when being triggered for 
reassessment. 
1. At primary intake- inmate is screened using the tool by nurse who assess functional status.  
2. Nurse could complete during vital signs screening and intake of appointment as part of 
his/her assessment process. Aide could not be responsible due to scope of practice and need 
for assessment. 
3. Provider is alerted of the screening tool if the inmate screens equal to or above 5. 
4. Nurse would notify provider and document the notification. 
5. Provider utilizes algorithm for considerations of specific interventions. 
 Triggers for rescreening: 
 Hospitalization 
 New DX of chronic condition, including but not limited to: cancer, CHF, COPD, 
HIV, renal disease. 
 Screening and the Electronic Health Record (EHR): Ideally the screening tool would 
be integrated into digital computer record and a part of the vitals/intake process. 
 As well, ideally, an alert would occur that would notify provider automatically if 
inmate scores 5 or greater on CFS. (Potential for future project work to improve)  
 Another benefit of having the screening tool integrated into the EHR would be the 
possibility of pulling data for the evaluation piece of the tool. 
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Appendix O 
 
Clinical frailty scale: Evaluation plan 
 
 Basis of evaluation plan would include collection and analysis of data on a regular basis 
after implementation of the toolkit (example every 2 months). 
 Safe data practices and appropriate confidentiality will need to be completed when 
compiling data. Appropriate approval will need to be obtained through DOC.  
 Data to be included: 
o Demographics of inmates screened 
 Age 
 Gender 
 Medical dx 
 ethnicity 
 Housing assignment 
o Overall number of inmates screened vs. how many are being seen in health care 
setting 
o Number of inmates who screened each rating on the scale 
o Association with frailty scoring and the patient outcomes including 
hospitalization, in hospice/palliative care, reassignment of geriatric housing, 
medical parole, illness, or death 
 Geriatric housing 
 Number of inmates are assigned prior to implementation of toolkit 
 Number of inmates assigned after implementation of toolkit 
 Enrollment in palliative care/hospice 
 Number of inmates enrolled prior to implementation of toolkit 
 Number of inmates enrolled after implementation of toolkit 
 Medical parole 
 Number of inmates who applied for medical parole prior to 
implementation of toolkit 
 Number of inmates granted medical parole after implementation of 
toolkit 
o Number of Advanced Directives completed pre and post implementation of 
toolkit 
o Number of patients who are full code versus DNR pre and post implementation of 
toolkit 
o Number of inmates who passed, and if he/she were screened prior to passing. 
 For Provider and health care staff prospective: 
o Anonymous surveys can be supplied for providers/health care staff on their use of 
the tool, its ease of use of tool into workflow, and any barriers they encounter 
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Appendix P 
 
Evaluation of screening tool: Survey for healthcare staff on use of tool 
 
Please answer these questions to the best of your ability, circling each rating on a scale from 
1-4. With 1 indicating strongly disagree and 4 as strongly agree. 
  
1. I understand how and when to screen inmates with the clinical frailty scale. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
2. The screening is done at an appropriate place in my workflow, during vitals and assessment. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
3. The providers I work with value the screening that I perform and communicate to them. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
4. I understand why the screening tool is important to perform. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
 
 
Comments/Questions/Concerns:         
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Appendix Q 
 
Evaluation of screening tool: Survey for healthcare providers on use of tool 
 
Please answer these questions to the best of your ability, circling each rating on a scale from 
1-4. With 1 indicating strongly disagree and 4 as strongly agree. 
  
1. The nursing staff I work with properly screen inmates and inform me of abnormal 
screenings most of the time.  
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
2. I know the appropriate referral sources as a result of a result of the clinical frailty scale.  
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
3. The clinical frailty scale is a standardized way to identify inmates who may have greater 
needs for resources.  
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
4. I understand why the screening tool is important to perform. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
 
 
Comments/Questions/Concerns:         
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Appendix R 
SBAR for Educational Session 
Case Study: Inmate Jones is a 69-year-old gentleman who has been incarcerated for the last 15 years. He 
has a previous medical history of COPD, DM2, and cirrhosis of the liver. He has recently been 
complaining of multiple instances of shortness of breath and has been requesting to be seen in the clinic 
more frequently. He has been hospitalized at least 3 times in the last year. During those times, staff 
members had to readjust and accompany patient to the hospital. He was discharged from the emergency 
room 2 times and was admitted to the hospital 1 time in the last year for COPD exacerbation. He was 
diagnosed with congestive heart failure at that time. He has been having a harder time moving around his 
cell and his cellmate has complained that he has been acting “slower” lately. 
Situation: 
 Currently, a lot of work is being done by the health care team in determining when a 
patient may be appropriate higher levels of care including: geriatric housing, assistance 
with activities of daily living, consideration of medical parole, and enrollment in Choices 
I or II.  
Background: 
 The most rapidly growing prisoner population is middle aged (45-54 years old) and older 
than 55 years old (Williams, Stern, Mellow, Safer, & Greifinger, 2012). 
 In addition to an aging population, inmates happen to be disproportionately ill with 
chronic conditions, mental health disorders, and substance abuse compared to the general 
population (Young & Patel, 2015). 
 Older adults in prison have higher rates of disability than younger inmates, as well as 
costs that are approximately 3 times higher (Williams, Stern, Mellow, Safer, & 
Greifinger, 2012).  
  In order to meet the needs of an aging and ill population, correctional facilities need to 
prepare to care for the specific health care needs that occur with aging and end of life.  
Assessment:  
 Through observations of a few prisons in the system and interviews, it was determined 
that a lot of work is being completed by the healthcare team in chart reviews, to 
determine when a patient may need more resources. 
  No one knows better than you, as the staff providing care, that caring for the inmates has 
its own unique challenges. 
 The pattern of frequent hospitalizations and then accommodating for the frequent re-
staffing and shifting in staff that must occur when patients are sent to the hospital is 
costly and frustrating to work through. 
Recommendations: 
 A standardized tool should be utilized to measure frailty in order to determine when it 
may be time for higher levels of service and care. This tool could be utilized as a triage 
tool to assess patient’s needs and be a quick way to triage patient’s needs. 
 
HOW: The nurse will utilize the Rockwood clinical frailty scale when doing general intake vital signs, 
weight, etc. The nurse will rate the patient on the following scale from 1-9 (1 is very fit, and 9 is 
terminally ill), by selecting the description that best fits the patient. The nurse will then alert the provider 
along with the other vital signs and other clinical information when the patient receives a 5 or greater 
scoring. 
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WHEN: Nurse will complete this with every patient during a routine visit during general intake, vitals, 
weight, etc. In rolling this protocol out, there will be a period in which every patient needs to be screened, 
this will take some more work up front. After preliminary data is collected, patients should be rescreened 
annually and with the onset of ANY the following triggers: 
 Hospitalization 
 New DX of chronic condition, including but not limited to: cancer, CHF, COPD, HIV, 
renal disease. 
 
WHO: Nurse will be responsible for completing the screening and notifying the provider when the patient 
scores a 5 or above. Provider can use the following algorithm in order to assist in decision making. 
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WHERE: The results of the screening tool will be documented in the patient’s medical chart. Future state: 
would ideally have screening tool prompted in the Electronic Health Record with an alert sent to the 
provider. 
 
WHAT: The provider will be the one making the order or recommendation for the higher levels of care. 
 
Case Study Conclusion: Inmate Jones was seen in the clinic after the last hospitalization. Nurse Watkins 
performed the clinical frailty scale during the intake process and determined that the patient scored a 5. 
Nurse Watkins informed the provider of this score. Dr. Brown recommended that the patient be moved to 
geriatric housing, so he was put on the list for reassignment. He also had a goals of care conversation in 
which advanced directives were completed.  
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Appendix S 
 
Protocol for Educational Sessions 
 
 Perform education sessions for each staff member during a convenient time in which 
majority of staff are required to attend ie: staff meeting.  
 Educational sessions may need to be performed multiple times in order to include all staff 
members. 
 All healthcare staff members should be present for the educational sessions: including but 
not limited to: nurses, providers, techs/aides. 
 Educational session should take approximately 20-30 minutes. 
 
 Objectives for the educational session: 
 
o By the end of the session, staff should be able to: 
 Understand why standardizing the screening of inmates can help to benefit 
both prison staff and the inmates as a time saving and cost savings and 
help with greater quality of care to inmates. 
 Understand to screen inmates using the clinical frailty scale. 
 Understand how and when to notify providers of clinical frailty scale 
scoring 
 Understand possible resources that are available to the inmate and may be 
recommended to consider. 
 
 
 Outline for educational session on the screening tool: 
o Administer anonymous pre-survey 
o Case Study 
o SBAR 
o Clinical frailty scale education 
o Finish case study 
o Allow time for any questions. 
o Administer anonymous post-survey 
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Appendix T 
 
Pre-Educational Survey 
 
Please answer these questions to the best of your ability, circling each rating on a scale from 
1-4. With 1 indicating strongly disagree and 4 as strongly agree.  
 
1. I know HOW to identify an inmate who is frail or may require extra services. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
2. There is a standardized process for identifying frail inmates. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
 
3. I know WHEN to readjust plans of care or refer inmates for greater services when they 
are declining. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
4. I know HOW to readjust plans of care or refer inmates for greater services when they are 
declining. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
 
5. I am interested in learning more about a way to easily identify frail inmates. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
 
 
Comments/Questions/Concerns:         
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Appendix U 
 
Post-Educational Survey 
 
Please answer these questions to the best of your ability, circling each rating on a scale from 
1-4. With 1 indicating strongly disagree and 4 as strongly agree.  
 
1. I can now identify frail inmates.  
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
2. This standardized process is easy to use.  
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
 
3. I have a greater understanding of what services frail inmates may require. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
4. This process will help me to know when to refer or advocate for an inmate to higher level 
of services.  
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
5. I believe that I will utilize this scale during my day to day assessments and work. 
 
Strongly Disagree Slightly Disagree Slightly Agree Strongly Agree 
1 2 3 4 
 
 
Comments/Questions/Concerns:         
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Appendix V 
 
Cost Savings Analysis 
The following is an estimation on the potential cost savings associated with use of the 
frailty screening toolkit. The estimations are based on review of the literature and public data 
sources, references are at the end of the analysis. 
 
Emergency Room Cost Savings Analysis 
 
 1 
emergency 
department 
visit 
100 
emergency 
department 
visits 
1000 
emergency 
department 
visits 
10,000 
emergency 
department 
visits 
Average cost of 
emergency department 
visits
1 
 
$1,917 $191,170 $1,917,000 $19,170,000 
Costs of ED visits with 
15% reduction based on 
hospice/palliative care 
intervention
3,4
 
* $162,494.50 $1,629,450 $16,294,500 
Difference in ED costs * ($28,675.50) ($287,550) ($2,875,500) 
Costs of 
transportation/guarding
2 
$2,000 $200,000 $2,000,000 $20,000,000 
Reduced costs in 
transportation/guarding 
based on hospice/palliative 
care intervention 
* $170,000 $1,700,000 $17,000,000 
Difference  
 
* ($30,000) ($300,000) ($3,000,000) 
Total Cost of ED visits: $3,917 $391,170 $3,917,000 $39,170,000 
Total Costs for reduced 
ED visits based on 
hospice/palliative care 
intervention
 
* $332,494.50 $3,329,450 $33,294,500 
Potential Cost Savings * $58,675.50 $587,550 $5,875,500 
 
* Unable to determine cost savings for 1 ED visit, as it is impossible to reduce 1 ED visit by 15% with 
hospice/palliative care intervention. Hospice and or palliative care may be able to prevent an emergency 
department visit through symptom management and or goals of care discussions, but it is impossible to 
decrease 1 ED visit by 15%.  
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Hospitalization Cost Savings Analysis 
 
* Unable to determine cost savings for 1 hospitalization, as it is impossible to reduce 1 hospitalization by 
20% with hospice/palliative care intervention. Hospice and or palliative care may be able to prevent a 
hospitalization through symptom management and or goals of care discussions or may be able to decrease 
length of a hospitalization, but for the purposes of this cost analysis, 20% reduction of one hospitalization 
will not be calculated.  
 
 
 
 
 
 
 
 
 1 hospital 
encounter 
100 hospital 
encounters 
1000 hospital 
encounters 
10,000 hospital 
encounters 
Average cost of 
hospitalization
5
 
 
 
$11,700 $1,170,000 $11,700,000 $117,000,000 
Costs of hospitalization with 
20% reduction based on 
hospice/palliative care 
intervention
3,4,6,7
 
* $936,000 $9,360,000 $93,600,000 
Difference in hospitalization 
costs 
* ($234,000) ($2,340,000) ($23,400,000) 
Costs of 
transportation/guarding
2 
$10,000 $1,000,000 $10,000,000 $100,000,000 
Reduced costs in 
transportation/guarding based 
on hospice/palliative care 
intervention 
* $800,000 $8,000,000 $80,000,000 
Difference in 
transportation/guarding costs
 
* ($200,000) ($2,000,000) ($20,000,000) 
Total costs for 
hospitalization of inmate 
(average 5 days stay)
 
$21,700 $2,170,000 $21,700,000 $217,000,000 
Total Costs for reduced 
hospitalizations based on 
hospice/palliative care 
intervention (average 5 days 
stay) 
* $1,736,000 $17,360,000 $89,360,000 
Potential Cost Savings * 434,000 4,340,000 43,400,000 
 IDENTIFICATION OF FRAIL INMATES 
     
 
 
76 
 
 
 
References 
 
1. Health Care Cost Institute. (2018). 2016 Health Care Cost and Utilization Report. 
In HCCI’s Health Care Cost and Utilization. Retrieved from 
https://www.healthcostinstitute.org/research/annual-reports/entry/2016-health-care-cost-
and-utilization-report/ 
2. Schaenman, P., Davies, E., Jordan, R., & Chakraborty, R. (2013). Opportunities for cost 
savings in corrections without sacrificing service quality: inmate health. In Urban 
Institute. Retrieved from 
https://www.urban.org/sites/default/files/publication/23341/412754-Opportunities-for-
Cost-Savings-in-Corrections-Without-Sacrificing-Service-Quality-Inmate-Health-
Care.PDF 
3.  Antonuzzo, A., Vasile, E., Sbrana, A., Lucchesi, M., Galli, L., Brunetti, I. M., . . . Ricci, 
S. (2017). Impact of a supportive care service for cancer outpatients: Management and 
reduction of hospitalizations. Preliminary results of an integrated model of 
care. Supportive Care in Cancer, 25(1), 209-212. Doi:10.1007/s00520-016-3403-z 
4. De Palma, R., Fortuna, D., Hegarty, S. E., Louis, D. Z., Melotti, R. M., & Moro, M. L. 
(2018). Effectiveness of palliative care services: A population-based study of end-of-life 
care for cancer patients. Palliative Medicine, 32(8), 1344-1352. 
doi:10.1177/0269216318778729 
5.  Freeman, W., Weiss, A., & Heflin, K. (2018). Overview of U.S. Hospital Stays in 2016: 
Variation by Geographic Region. In Healthcare Cost and Utilization Project. Retrieved 
from https://www.hcup-us.ahrq.gov/reports/statbriefs/sb246-Geographic-Variation-
Hospital-Stays.jsp 
6. Spilsbury, K., Rosenwax, L., Arendts, G., & Semmens, J. B. (2017). The impact of 
community-based palliative care on acute hospital use in the last year of life is modified 
by time to death, age and underlying cause of death. A population-based retrospective 
cohort study. PloS One, 12(9), e0185275. doi:10.1371/journal.pone.0185275 
7. Lustbader, D., Mudra, M., Romano, C., Lukoski, E., Chang, A., Mittelberger, J., & 
Scherk, T. (2017)The Impact of a Home-Based Palliative Care Program in an 
Accountable Care Organization. Journal of Palliative Medicine, 20(1). 
doi:https://doi.org/10.1089/jpm.2016.0265 
 
 
 
 
 
 
 
 
 
 
 
 IDENTIFICATION OF FRAIL INMATES 
     
 
 
77 
 
 
Appendix W 
 
Cost Savings Protocol and Evaluation Process 
Protocol: 
 Data should be collected in real time and continuously through the facility at which the 
toolkit will be implemented.  
 Data should be collected pre and post implementation of frailty toolkit. 
o Data that should be collected includes:  
 Data should be collected prior to implementation in order to have baseline. 
 Number of hospitalizations for an appropriate period of time prior-
example: 1-year prior and then 1 year after toolkit implementation. 
 Healthcare costs of the hospitalization 
 Number of ED visits for an appropriate period of time prior-example: 1-
year prior and then 1 year after toolkit implementation 
 Healthcare costs of the ED visit 
 Cumulative costs for staffing and transportation to ED or hospitalization  
Evaluation: 
 The desired outcome of use of the toolkit is reduction in healthcare associated costs in 
caring for inmates.  
 Further cost analysis evaluation can be completed per triaged patient outcome: 
o If patient is reassigned to geriatric housing- collect data including: 
 Frequency of ED visits 
 Frequency of hospitalizations 
 Overall costs of healthcare 
 Costs of staffing/transportation 
o Cost savings associated with medical parole collect data such as: 
 Overall costs of healthcare pre and post implementation 
o Cost savings associated with enrollment in palliative care/hospice program collect 
data including: 
 Frequency of ED visits 
 Frequency of hospitalizations 
 Overall costs of healthcare 
 Costs of staffing/transportation 
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Appendix X 
 
Local Policy Brief 
 
The Issue: It has been determined through conversations with prison administration, review of 
literature, and prison observations that there is a lack of a standard way to designate appropriate 
resources, such as geriatric housing, palliative care or hospice services, or applying to medical 
parole for incarcerated inmate populations.  
Current State and Importance of the Issue: 
Inmates are a vulnerable population with multidimensional factors placing them at an 
increased risk for poor health outcomes (Pew Charitable Trusts, 2017). Whether providing 
healthcare in the community or in prison settings, many of the issues are similar.  A large 
population of people are aging simultaneously in both settings. In fact, the most rapidly growing 
prisoner population is middle aged (45-54 years old) and older than 55 years old (Williams, 
Stern, Mellow, Safer, & Greifinger, 2012). Chronic conditions, mental health disorders, 
substance abuse are disproportionately prevalent in inmate populations (Young & Patel, 2015).  
Caring for such significantly sick individuals is costly. Older adults in prison have higher 
rates of disability than younger inmates, as well as costs that are approximately 3 times higher 
(Williams, Stern, Mellow, Safer, & Greifinger, 2012). Michigan cares for approximately 43,000 
inmates annually (Wagner & Rabuy, 2016). The state pays for each of its inmates’ healthcare out 
of the Department of Corrections’ (DOC) budget. Overall, Michigan is the 9th highest in the 
nation for healthcare costs for inmates (Pew Charitable Trusts, 2017). 
However, approximately 95% of inmates are released back into the community 
(Williams, Stern, Mellow, Safer, & Greifinger, 2012). Transitions in care from the prison to 
community settings, there is greater chance of error, miscommunication, and rehospitalization 
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especially in frail older adults being released (Farris et al, 2016). In order to prevent such issues, 
prisons and community leaders must collaborate together to provide high quality and more cost-
effective care.  
Through observations in the prison setting, review of literature, and discussions with 
administration of the DOC, it was determined that there is no standardized way to designate 
which resources an aging and chronically sick inmate may need. Currently, individual healthcare 
providers are spending hours reviewing charts in order to designate if an inmate may need more 
assistance with activities of daily living, or if he/she may be appropriate for the prison palliative 
care and/or hospice program. This current system is time consuming, costly, and ineffective. 
Call to Action: 
 A solution that addresses many of the concerns listed above is for Spectrum Health and in 
particular, Spectrum Health Hospice and Palliative Care to form a relationship with the 
Department of Corrections. A collaborative relationship can position both organizations to work 
on healthcare issues that have a direct impact on the care that patients receive and how healthcare 
resources are utilized.  
Spectrum Health Hospice and Palliative care is perfectly positioned for this relationship. 
These departments are collaborative in nature with a foundation in interdisciplinary care and 
collaborations with other providers and specialties.  These departments are also experienced in 
assisting with management of chronic conditions, having goals of care conversations, and 
managing symptoms. Interventions of palliative care and hospice have been found to decrease 
healthcare costs, improve quality of care provided, and provide better satisfaction to patients and 
families (Harrison & Connor, 2016). 
 IDENTIFICATION OF FRAIL INMATES 
     
 
 
80 
A toolkit was developed by Spectrum Health Hospice and Palliative care in order to 
address the need for a standardized way to identify inmates who may be particularly frail and in 
need of greater assistance. The toolkit contains multiple components including: a frailty 
screening tool, educational materials to inform the healthcare staff, a cost-benefit analysis of the 
use of the tool, and policy briefs to inform decision makers of the toolkit. The toolkit also 
includes a plan on how to implement these interventions and plans to evaluate outcomes of the 
toolkit. The triaging capabilities of the toolkit are illustrated below.  
 
 Using the brief clinical frailty scale to screen inmates on a regular basis would trigger 
healthcare providers to consider helpful resources or have important conversations with their 
patients. This could then be integrated into the release plan of the inmate for community 
resources, such as Spectrum Health Hospice services or Community Palliative Care services, 
which service up to 11 counties in Western Michigan.  
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The cost analysis portion of the toolkit yields incredible cost savings potential if the 
frailty screening tool was implemented into the prison system. The following cost savings 
analysis was only completed with generalized numbers based on the understanding that the 
involvement of hospice and palliative care on average reduces hospitalizations by 20% and 
emergency room visits by 15% (Antonuzzo, et al, 2017; De Palma et al, 2018; Spilsbury, 
Rosenwax, Arendts, & Semmens, 2017; Ludbader, et al, 2017). Actual cost savings of 
implementing the toolkit would most likely be even higher with considerations of possibilities of 
increased numbers of inmates who are medically paroled and those who have had advanced 
directives completed. For example, in 1,000 hospital encounters costs could be reduced by 
$4,340,000 if hospice and palliative care becomes involved in those who are chronically ill and 
seeking care in the hospital. This is stating that approximately 200 of these hospitalizations and 
the costs associated with transportation and guarding inmates would be decreased with palliative 
care and or hospice involvement. 
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 The toolkit was developed as a means to initiate the relationship between the 
organizations. A relationship between Spectrum Health Hospice and Palliative Care and the 
Department of Corrections aligns with the mission and vision of the Spectrum Health system of 
“improving the communities that we serve” and becoming a “leader in healthcare by 2020.” Use 
of the toolkit would provide standardization to the way inmates are provided resources and 
receive care while incarcerated. In addition, with the vast majority of inmates returning back to 
the community, it allows for a better transition in care and less burden on healthcare 
communities. 
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Appendix Y 
State Policy Brief 
The Issue: It has been determined through conversations with prison administration, review of 
literature, and prison observations that there is a lack of a standard way to designate appropriate 
resources, such as geriatric housing, palliative care or hospice services, or applying to medical 
parole for incarcerated inmate populations. The purpose of this policy brief is to provide 
information on this issue and a potential solution that can help to provider higher quality care at a 
cost savings for the state. 
Current State and Importance of the Issue: 
Due to sentencing practices and a higher incidence of crimes committed by people later 
in life, there are significant numbers of people aging and reaching end of life while being 
incarcerated (Richter & Hostettler, 2017).  In fact, the most rapidly growing prisoner population 
is middle aged (45-54 years old) and older than 55 years old (Williams, Stern, Mellow, Safer, & 
Greifinger, 2012). In order to meet the needs of an aging population, correctional facilities 
should be prepared to care for the specific health care needs that occur with aging and end of life.  
In addition to an aging population, inmates are disproportionately ill with chronic 
conditions, mental health disorders, and substance abuse compared to the general population 
(Young & Patel, 2015). Providing care for such a large number of chronically ill patients is not 
only challenging, but costly. Older adults in prison have higher rates of disability than younger 
inmates, as well as costs that are approximately 3 times higher (Williams, Stern, Mellow, Safer, 
& Greifinger, 2012). The State of Michigan is responsible for over 43,000 inmates annually 
(Wagner & Rabuy, 2016). Approximately 4,000 of these inmates are 55 years and older (Pew 
Charitable Trust, 2017). Overall, Michigan is the 9
th
 highest state in the nation for healthcare 
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costs for inmates (Pew Charitable Trusts, 2017). Accommodating for older inmates with 
restructuring of facilities may also increase costs, not normally included in health care 
considerations (Williams, Stern, Mellow, Safer, & Greifinger, 2012). Interventions must be 
aimed at providing quality care to inmates in order to meet the necessary demands of the aging 
and ill populations.  
Services such as hospice and palliative care for people with advanced and life-threatening 
conditions have been shown to significantly improve quality of life with better symptom 
management and fewer and less invasive hospital admissions (Harrison & Connor, 2016). 
Providing quality care for inmates is important not just for the correctional facility, but for 
community health care system as well. Approximately 95% of inmates are released to the 
community (Williams, Stern, Mellow, Safer, & Greifinger, 2012), and higher quality of care 
provided can improve chronic condition management when inmates are released.  Through 
observations in the prison setting, review of literature, and discussions with administration of the 
DOC, it was determined that there is no standardized way to designate which resources an aging 
and chronically sick inmate may be necessary. Currently, individual healthcare providers are 
spending hours reviewing charts in order to designate if an inmate may need more assistance 
with activities of daily living, or if he/she may be appropriate for the prison palliative care and/or 
hospice program. This current system is time consuming, costly, and ineffective. 
Call to Action:  
One particular leader in healthcare, Spectrum Health has recognized this gap in care and 
has been working to build a relationship with the Department of Corrections for future 
collaboration and improvements in care. Spectrum Health hospice and palliative care has 
developed a toolkit that would help the prison healthcare staff to identify which inmates may 
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need greater resources, such as geriatric housing, palliative care, or hospice. This screening tool, 
the clinical frailty scale (Rockwood et al, 2005) is a one question screening, only taking a few 
seconds to complete. This screening could take place when taking a patient’s blood pressure and 
heart rate and then communicated to the provider who would make appropriate suggestions for 
resources based on his/her clinical judgement. The full triaging capabilities are illustrated on the 
following algorithm: 
 
The toolkit developed includes not only the clinical frailty scale (Rockwood et al, 2005), 
but also educational materials to educate prison healthcare staff on how to use the tool, cost 
analysis of use of the tool, and policy briefs for local, state and national audiences. The toolkit 
also provides the plan on how to implement the toolkit and a plan to evaluate the toolkit 
outcomes.  
The cost analysis portion of the toolkit yields incredible cost savings potential if the 
frailty screening tool was implemented into the prison system. The following cost savings 
analysis was completed with generalized projections based on the understanding that the 
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involvement of hospice and palliative care on average reduces hospitalizations by 20% and 
emergency room visits by 15% (Antonuzzo, et al, 2017; De Palma et al, 2018; Spilsbury, 
Rosenwax, Arendts, & Semmens, 2017; Ludbader, et al, 2017). Actual cost savings of 
implementing the toolkit would most likely be higher with considerations of possibilities of 
increased numbers of inmates who are medically paroled and those who have had advanced 
directives completed. For example, in 1,000 hospital encounters, costs could be reduced by 
$4,340,000 if hospice and palliative care services are initiated for inmates who are chronically ill 
and inappropriately admitted to the hospital. Approximately 200 of these hospitalizations and the 
costs associated with transportation and guarding inmates would be decreased with palliative 
care and or hospice involvement. 
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 The recommendation is to implement the frailty screening tool across the state as a 
process of routine health screenings on inmates. By implementing this tool, resources could be 
connected with vulnerable and severely ill inmates in a timely manner.  This is a simple and 
effective tool that can save healthcare staff time and money and would direct inmates to 
appropriate resources, providing cost savings and higher quality care, whether in the system of 
corrections or in the general community.  
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Appendix Z 
National Policy Brief 
The Issue: It has been determined through conversations with prison administration, review of 
literature, and prison observations that there is a lack of a standard way to designate appropriate 
resources, such as geriatric housing, palliative care or hospice services, or applying to medical 
parole for incarcerated inmate populations. The purpose of this policy brief is to provide 
information on this issue and a potential solution that can help to provider higher quality care at a 
cost savings. 
Current State and Importance of the Issue: 
The United States has a higher rate of incarceration than any other country in the world 
with 716 per 100,000 of the national population in prisons (Young & Patel, 2015). Due to 
sentencing practices and a higher incidence of crimes committed by people later in life, there are 
significant numbers of people aging and reaching end of life while being incarcerated (Richter & 
Hostettler, 2017).  In fact, the most rapidly growing prisoner population is middle aged (45-54 
years old) and older than 55 years old (Williams, Stern, Mellow, Safer, & Greifinger, 2012). In 
order to meet the needs of an aging population, correctional facilities should be prepared to care 
for the specific health care needs that occur with aging and end of life.  
In addition to an aging population, inmates are disproportionately ill with chronic 
conditions, mental health disorders, and substance abuse compared to the general population 
(Young & Patel, 2015). Caring for such a large number of chronically ill patients is not only 
challenging, but costly. Currently, studies show that care of older adult inmates cost state and 
federal governments 3-5 times the amount than younger inmates, totaling over 2 billion dollars 
annually (Maschi, Marmo, & Han, 2014). The highest costs of prison healthcare include: 
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distance of prisons from hospitals and other providers; prevalence of chronic diseases, mental 
illness, substance abuse; and an aging inmate population (Pew Charitable Trusts, 2017).  
Accommodating for older inmates with restructuring of facilities may also increase costs, 
not normally included in health care considerations (Williams, Stern, Mellow, Safer, & 
Greifinger, 2012). Interventions must be aimed at providing quality care to inmates in order to 
meet the necessary demands of the aging and ill populations.  
Services such as hospice and palliative care for people with advanced and life-threatening 
conditions have been shown to significantly improve quality of life with better symptom 
management and fewer and less invasive hospital admissions (Harrison & Connor, 2016). 
Providing quality care for inmates is important not just for the correctional facility, but for 
community healthcare system as well. Approximately 95% of inmates are released to the 
community (Williams, Stern, Mellow, Safer, & Greifinger, 2012), and higher quality of care 
provided can improve chronic condition management when inmates are released.  Through 
observations in the prison setting, review of literature, and discussions with administration of the 
DOC, it was determined that there is no standardized way to designate which resources an aging 
and chronically sick inmate may be necessary. Currently, individual healthcare providers are 
spending hours reviewing charts in order to designate if an inmate may need more assistance 
with activities of daily living, or if he/she may be appropriate for the prison palliative care and/or 
hospice program. This current system is time consuming, costly, and ineffective. 
Call to Action:  
One particular leader in healthcare, Spectrum Health of West Michigan has recognized 
this gap in care and has been working to build a relationship with the Michigan Department of 
Corrections for future collaboration and improvements in care. Spectrum Health hospice and 
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palliative care has developed a toolkit that would help the prison healthcare staff to identify 
which inmates may need greater resources, such as geriatric housing, palliative care, or hospice. 
This toolkit contains the clinical frailty scale (Rockwood et al, 2005),  a one question screening, 
only taking a few seconds to complete. This screening could take place when taking a patient’s 
blood pressure and heart rate and then communicated to the provider who would make 
appropriate suggestions for resources based on his/her clinical judgement. The full triaging 
capabilities are illustrated on the following algorithm: 
 
The toolkit developed includes not only the clinical frailty scale (Rockwood et al, 2005), 
but also, educational materials to educate prison healthcare staff on how to use the tool, cost 
analysis of use of the tool, and policy briefs for local, state and national audiences. The toolkit 
also provides the plan on how to implement the toolkit and a plan to evaluate the toolkit 
outcomes.  
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The cost analysis portion of the toolkit yields incredible cost savings potential if the 
frailty screening tool was implemented into the prison system. The following cost savings 
analysis was completed with generalized projections based on the understanding that the 
involvement of hospice and palliative care on average reduces hospitalizations by 20% and 
emergency room visits by 15% (Antonuzzo, et al, 2017; De Palma et al, 2018; Spilsbury, 
Rosenwax, Arendts, & Semmens, 2017; Ludbader, et al, 2017). Actual cost savings of 
implementing the toolkit would most likely be higher with considerations of possibilities of 
increased numbers of inmates who are medically paroled and those who have had advanced 
directives completed. For example, in 1,000 hospital encounters, costs could be reduced by 
$4,340,000 if hospice and palliative care services are initiated for inmates who are chronically ill 
and inappropriately admitted to the hospital. Approximately 200 of these hospitalizations and the 
costs associated with transportation and guarding inmates would be decreased with palliative 
care and or hospice involvement. 
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 The recommendation is to implement the frailty screening tool across the nation as a 
process of routine health screenings on inmates. By implementing this tool, resources could be 
connected with vulnerable and severely ill inmates in a timely manner.  This is a simple and 
effective tool that can save healthcare staff time and money and would direct inmates to 
appropriate resources, providing cost savings and higher quality care, whether in the system of 
corrections or in the general community.  
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Appendix AA 
Protocol/Evaluation Plan for Policy Briefs 
 Local policy briefs to be disseminated to hospice and palliative care department’s 
administration, system wide administrators, prison healthcare providers, and 
administrators in Department of Corrections. 
 State policy briefs are designed for policymakers on the state level. 
 National policy briefs are designed for policymakers on the federal level. 
 Evaluation Plan for Policy Briefs 
o If a policy was implemented, changed, or adapted to include the clinical frailty 
scale and other toolkit components, this would indicate success from the policy 
briefs. 
 
 
 
 
 
